Pediatricians and other providers caring for children require specific capabilities in their electronic health records (EHRs) that are lacking in EHRs designed for adults and subsequently adapted for the care of children. [1] [2] [3] [4] A strong industry focus on adult quality measures and Meaningful Use requirements for certified health information technology (IT) 5 has unintentionally reduced available resources for high priority functionality needed for the care of children. 2, 6, 7 To accelerate the design and use of health IT to support and improve care for children, the Centers for Medicare and Medicaid Services (CMS) and the Agency for Healthcare Research and Quality (AHRQ) funded development during 2010-2013 of a set of software functional statements or attributes called the Children's EHR Format (Format). 8 Electronic health record (EHR) use throughout the United States has advanced considerably, but functionality to support the optimal care of children has been slower to develop and deploy. A previous team of experts systematically identified gaps in EHR functionality during collaborative work from 2010 to 2013 that produced the Children's EHR Format (Format), funded under the Children's Health Insurance Program Reauthorization Act of 2009, Public Law 111-3. After that, a team of practitioners, software developers, health policy leaders, and other stakeholders examined the Format's exhaustive list of 547 EHR functional requirements in 26 topic areas and found them to be valuable but in need of further refinement and prioritization. Work began in 2014 to develop a shortened high priority list of requirements and provide guidance to improve their use. Through a modified Delphi process that included key document review, selection criteria, multiple rounds of voting, and small group discussion, a multistakeholder work group identified and refined 47 items on the basis of earlier requirements to form the 2015 Children's EHR Format Priority List and developed 16 recommended uses of the Format. The full report of the Format enhancement activities is publicly available. In this article, we aim to promote awareness of these high priority EHR functional requirements for the care of children, sharpen industry focus on adopting these changes, and align all stakeholders in prioritizing specific health information technology functionalities including those essential for well-child preventive care, medication management, immunization tracking, and growth data for specific pediatric subgroups. Dr Wald oversaw the study and drafted the initial manuscript and revisions; Dr Haque developed the data collection instruments for interviews, led analysis of these interviews, and critically reviewed the manuscript; Ms Rizk and Ms Webb conducted data collection through the stakeholder working groups, initial analyses of these data, and drafted portions of the manuscript relating to the working groups; Mr Brown and Ms Ebron conducted data collection, participated in data analysis, and drafted findings of interviews; Dr Lehmann conducted data collection in working groups and interviews, conceptualized data collection, and critically reviewed the manuscript; Dr Frisse conducted data collection through the working groups and critically reviewed the manuscript; Ms Shorte contributed to data collection through the working groups and critically reviewed the manuscript; Dr Lomotan and Ms Dailey contributed to conception and design and critically reviewed the manuscript; Dr Johnson contributed to conception, design, and data collection and critically reviewed the manuscript; and all authors approved the final manuscript as submitted.
or the Children's Health Insurance Program (CHIP). 9 The 
METHODS
The project team conducted semistructured interviews with early adopters of the Format by using a multiple case study approach that included individuals in 7 different roles implementing the Format in ambulatory and inpatient settings. The team then vetted the Format's individual items with interdisciplinary stakeholders through facilitated discussions with the 19-member MSWG and feedback from the FWG.
Demonstration Program Interviews
Ambulatory and inpatient participants in 2 state CMS Children's Health Insurance Program Reauthorization Act of 2009 (CHIPRA) Quality Demonstration Programs (NC and PA) had received funds to demonstrate the impact of implementing the Format. Project staff reviewed documents from these 2 demonstration programs and conducted semistructured interviews of North Carolina and Pennsylvania stakeholders with distinct roles and experiences using the Format including pediatricians, 8 health IT developers, 8 IT staff, 9 practice administrators, 4 CHIPRA grantee staff, 9 organizational leadership, 1 and clinical leadership. 5 The team performed qualitative analysis of interview notes and collected documents by applying a priori and emergent codes to the artifacts (NVivo; QSR International, Burlington, MA) to identify themes, enablers, and barriers. Coders met weekly to review coding consistency and completeness and make any necessary adjustments to the codebook. Ten percent of interviews were double-coded to ensure consistency, with interrater reliability (κ of 0.88) indicating substantial agreement. 10 
Work Group Activities
The MSWG's 19 members reviewed findings from the demonstration program interviews and previous work on pediatric functional requirements and engaged in structured decision-making exercises developed by the project team to identify and refine items drawn from the 547 functional requirements in the 2013 Format. MSWG members prioritized requirements they deemed to be of high value to clinicians and patients, clear to diverse stakeholders, feasible to implement with current technology, likely to make a practical difference in the care provided to children, and aligned with inclusion and exclusion criteria described below.
The MSWG included state Medicaid and CHIP officials, pediatric providers, informaticians, EHR implementers, standards experts, vendors, school-based health services, and parent advocates. They used a modified Delphi process for development of the 2015 Priority List that included prework to review individual requirements and refine their content, 3 rounds of voting, and finalization and refinement steps.
• Prework: Initially, a small project team (4 informatics experts including 2 pediatricians: J.S.W., S.R., C.U.L., K.B.J.) identified 166 (of the 547) Format functional requirements for MSWG initial review and produced a starting list of 99 items after removing duplicates and overlapping items and agreeing to the following inclusion and exclusion criteria:
1. Include EHR functionality that (1) was relevant specifically to the provision of health care to children and (2) had special importance to children (even if useful for both children and adults). • Round 1. Each MSWG participant voted to "Include, " "Exclude, " or "Discuss" each of 99 items in the starting list. Items receiving a "supermajority" of more than 80% "Include" votes were marked for inclusion in the priority list. The remaining items were divided by topic area and assigned for subgroup team review.
• Round 2. Each MSWG participant reviewed the subgroup analysis and recommendations for each item, then voted to "Include, " "Exclude, " or "Discuss." A further vote was cast for each "Include" item to assign a "High, " "Medium, " or "Low" rating in each of 3 dimensions: clarity, feasibility, and value and importance. MSWG and subgroup members suggested revisions to Format items to improve their ratings. Finally, each subgroup was asked to consider any unreviewed Format items in the subgroup's topic area to identify critical functionality that might have been missed.
• Round 3. The MSWG voted on all subgroup consensus items. Items having a supermajority of "Include" were added to the priority list and others were retired from consideration.
• Finalization and Refinement:
MSWG members reviewed and further refined the language of included items to ensure that any similar or duplicative items were combined or removed. They also created "implementation notes" to improve clarity and address feasibility by providing details and examples to aid in the implementation and use of the 2015 Priority List functional requirements.
After finalizing the 2015 Priority List items, MSWG members developed "Recommended Uses" of the Format by identifying stakeholder groups and relevant activities (Table 1) .
Additional Activities
In 
RESULTS

Implementation Experiences Report
Grantees from North Carolina and Pennsylvania interviewed about their use of the Format reported that discussing the functional needs for EHRs among clinicians, office staff, and software developers helped them gain a better understanding of the capabilities of their EHR. When asked to identify priority areas, the most commonly reported were as follows: (1) 
Development of the Format 2015 Priority List
Each requirement on the 2015 Priority List is based on a single item or combination of items that appeared in the initial Format released in 2013. The MSWG required each chosen item to meet inclusion or exclusion criteria, to offer high value to EHR users and software developers, and to be clear and feasible enough to be implemented in the near term.
From the Format's 547 functional requirements in 26 topic areas, the MSWG selected 47 items (8.6%) in 20 topic areas for the 2015 Priority List.
The MSWG removed distinctions such as "Shall, Should, or May, " and "Core: Yes or No" during priority list development because all chosen items offered high value, making those distinctions unnecessary. The MSWG edited (if needed) the contents of any field including the title, description, or topic. The MSWG wrote concise text descriptions and additional "implementation notes" to permit more extensive comments.
As shown in 
Recommended Uses of the Format
To assist stakeholders, the MSWG developed 16 recommended uses of the Format to describe ways in which practitioners, software developers, policymakers, IT consultants, and others can use the 2015 Priority List and 2013 Format items. These are shown in Table 1 . 
DISCUSSION
